
The cost of cancer care is a topic at the center of anational dis-
course on fiscal responsibility and resource allocation. Ac-
cording to the Centers for Medicare and Medicaid Services,
national health expenditures as a percentageof theU.S. gross
domestic product (GDP) totaled 5% in 1965, but are expected
to total 20%ofGDPby themiddle of this decade [1]. Although
spending on cancer care comprises only 5% of the overall
health care budget [2], these costs continue to rise at a pace
more rapid than any other area of health care [3]. National
cancer expenditures are projected to increase from $125 bil-
lion in 2010 to $173 billion in 2020 [4].

As an increasing number of expensive targeted therapies
are adopted as standards of care, the average cost of treating
common cancers is rising rapidly, with drugs accounting for
approximately 40% of the overall cost of cancer care [1]. An-
other area of increasing costs is the use of diagnostic imaging.
Significant annual increases in imaging have occurred across
allmajor cancer types, and imaging costs have been rising at a
faster rate than average total costs of care [5]. As a sequela of
theserisingexpenditures,patientsareshoulderingan increas-
ing proportion of the health care cost burden, often placing
them under significant financial stress. Treatment-related
costs have been shown to significantly increase financial bur-
den among underinsured patients [6].

As we struggle to control rising national cancer expendi-
tures, oncology providers are forced to examine practice pat-
terns and their contributions to the overall health care cost
burden. In 2010,Dr. HowardBrodypresented a challenge to the
leaders of all medical subspecialties to devise “top five” lists of
costly treatments or diagnostics that lack the evidence base to
support commonuse [7]. In response, theAmericanBoardof In-
ternal Medicine has promoted the ChoosingWisely campaign,
encouraging physicians to choose tests and treatments that are
grounded inasolidevidencebase.TheAmericanSociety forClin-
ical Oncology, along with many other specialty societies, re-
sponded to the challenge and identified the top five areas for
change in currentoncologypractice (Table1) [8].

Although this initiative represents a substantial prelimi-
nary effort, the scope of the problem is more complex. In on-
cology, the real problem arises when there are not enough
funds to pay for all treatments and tests supported by evidence.
Even among all available evidence-based treatment options ap-
proved by the U.S. Food and Drug Administration, we may be
forced toprioritize theuseof expensive interventions, depriving

somepotential candidatesof access toapprovedmedicationsor
procedures. Given the current climate of cost-consciousness in
health care, there is a pressing need to be critical of the added
value of each test or treatment in order to arrive at an equitable
basis fordecision-making inoncology.

These issuesadd to thecomplexityofdecisions thatoncol-
ogists face daily at the level of the individual patient, often
without a defined algorithm to guide the process. The added
responsibility of considering the impact of each treatment or
testing decision on the societal cost of cancer care brings up
several ethical considerations. As oncologists, we find ourselves
asking: is our duty to our individual patients, to society, or to
both?Howwillwedoour part to contain health care costswhile
honoring therapeutic contracts and professional obligations to
do thebest for eachpatient?Howwill the increasingpressure to
curb expenditures affect theway that oncologists communicate
withpatients about tests and treatments?

IS OURDUTY TO THE PATIENT OR TO SOCIETY?
An ethical conflict arises when one feels that the interests of
thepatient are at oddswith the interests of society [9]. Oncol-
ogists are bound by duty to patients as stated in the Hippo-
cratic Oath: “I will prescribe regimens for the good of my
patients according to my ability and my judgment and never
do harm to anyone.” Conflict ariseswhen care delivered to an
individualpatient ispartofapattern that risksharmtosociety.
In this case, the societal “harm”—or more accurately, bur-
den—is in the form of skyrocketing costs of care. The conflict
maybe stated in the reverse: it ariseswhen the interestsof so-
ciety conflict with those of the individual patient.

Some would argue that the primacy of patient welfare dic-
tates that a physician’s principal fiduciary duty is to his or her in-
dividual patient and to act in the best interests of that patient,
settingasidesocietal concerns. In someclinical scenarios—cura-
tive intent or adjuvant therapies that have been shown to pro-
videclearbenefit—thesedecisionsareclear-cut,andoncologists
can agree that prescribing evidence-based, standard treatment
isethicallymandated.Similarly,arecommendationagainstusing
diagnostic tests or treatments is not ethically fraughtwhen such
interventions have no proven benefit andmay add risks. For ex-
ample, oncologists are often asked by their patients with early-
stage breast cancer for periodic scans and tumor markers in
hopes of detecting metastatic disease before symptoms arise.
Randomized studies show that routine surveillance for meta-
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static disease does not prolong survival or improve health-re-
latedquality of life [10–12],may lead tounnecessaryor invasive
testing,andcontributessignificantly tothecostof follow-upcare
[13,14].Asa rule,physicians shouldnot feel compelled topartic-
ipate inexpensive care that is not rooted inmedical evidence.

However, in some situations, the decisionmaking becomes
more complex; that is, novel therapies may provide a marginal
benefit, butat ahighcost. Forexample, in thecaseofHER2-posi-
tive breast cancer, data in the neoadjuvant andmetastatic set-
tings show that additional HER2-based therapies given with
trastuzumab, suchas lapatinibandpertuzumab,may further im-
prove outcomes [15, 16].Most recently, trastuzumab-DM1was
approved for the treatment of metastatic HER2-positive breast
cancer, and clinical trials in the adjuvant setting are planned [17,
18]. Ifadditionalbenefitof thesedrugs isconfirmed in largeadju-
vant randomized trials, one can imagine a scenario in which on-
cologists are forced to decide on further improving outcomes
versusdoublingortriplingthecostoftherapy.Asanexample,the
cost of trastuzumab-DM1 is $9,800 permonth of treatment, for
an additional 5.8 months of life in patients with metastatic dis-
ease. Similarly, other novel therapies, such as sipuleucel for ad-
vanced prostate cancer, are improving outcomes by several
months, but inmany cases, such progress comes at a substantial
price [19, 20]. If therapies continue to be approvedon the basis of
marginalbenefits inefficacy,howwill oncologistsdecidewhich in-
terventionstouseandwhichpatients totreat?Whatrolewillpa-
tient preference or shared decision-making have in an era of
increasedpressuretocontrolcosts?Wehaveyettoconfrontthis
looming issue.

The shortage of generic cancer drugs has created an inter-
esting response in which hospitals have established internal
committees composedof internists, pharmacists, nurses, and
ethicists to prioritize the use of methotrexate, liposomal
doxorubicin, and other widely used drugs. In general, they
have reserved these drugs for patients with curable disease,
pediatric patients, and situations in which there were no rea-
sonable therapeutic alternatives [21].

SHAREDDECISION-MAKING:THEBALANCEBETWEEN
EVIDENCE-BASEDMEDICINEANDPATIENT-CENTEREDCARE?
It is thought that two parallel philosophies predominate in
modern medicine: evidence-based medicine (EBM) and pa-
tient-centered care (PCC) [22]. EBM is defined as “the consci-

entious, explicit, and judicious use of current best evidence in
making decisions about the care of individual patients [23].”
PCC focuses on the patient’s preferences for treatment and
participation in decision making. On the surface, these two
schools of thought are seemingly at odds. EBM attempts to
standardize care and create clinical algorithms, whereas PCC
aims to promote autonomyand the inclusion of the individual
patient inmedical decisionmaking [24]. Bothdisciplines strive
to improve quality of care and, ultimately, health outcomes.

Over the past two decades, there has been a great deal of
research on shared decisionmaking in oncology as away to im-
provethequalityofdecisionsinhealthcare.Agrowingbodyoflit-
erature indicates that patients who participate actively in the
decision-making process are more satisfied with the quality of
care [25–27]. However, the evidencehas not uniformly incorpo-
rated into routineoncologic care, andaminority of patients par-
ticipate ina truly sharedapproach todecisions [28, 29].

Shared decision making in the context of the rising costs of
cancer care provides uniqueopportunities to provide high-qual-
ity,patient-centeredcarewhilecontrollingtherisingcostsofcan-
cer care. Patient decision aids, interventions, and tools that can
take various forms (written, audiovisual, discussion-based) are
used to facilitate the process of shared decision making; they
have consistently been shown to improve decisional outcomes
andpatient satisfaction [30]. Theyarealso thought tobeeffective
tools to reduce waste and costs by helping patients choose evi-
dence-basedtreatmentsthatalignwiththeirgoalsandvalues[31].

Recentdatashowthatpatientswithcancerwant todiscuss the
costsoftheircarewiththeironcologists,whichmayprovideanother
avenue for improving communication anddecision quality [32]. In
this issueofTheOncologist, Zafaretal. showthatasubstantialpro-
portion of study participants reported a catastrophic financial bur-
den, and nearly half of the patients reduced spending on basic
necessities and used savings to pay for out-of-pocketmedical ex-
penses [6]. Nearly one-quarter of the participants reduced or
avoided prescribedmedications to savemoney [6]. Although half
thepatientsdiscussedcostswiththeirphysicians,themajorityofdis-
cussionswerewithpatientsapplyingforfinancialassistancewithco-
payments [6]. These results imply a general disconnect between
oncologyprovidersandtheirpatientswithrespecttoconversations
aboutcostsofcancercare,andthat ratesofcostdiscussionsareoc-
curringatmuchlowerrates inthegeneralpopulation[6].

Table 1. ChoosingWisely: Five Things Patients and Physicians Should Question [8]

ASCO: The Top Five List

1. Don’t use cancer-directed therapy for patients with solid tumors and the following characteristics:
● Low performance status (ECOG 3 or 4).
● No benefit fromprior evidence-based interventions.
● Not eligible for a clinical trial.
● No strong evidence supporting the clinical value of further anticancer treatment.

2. Don’t perform PET/CT, and radionuclide bone scans in the staging of early prostate cancer at low risk formetastasis.

3. Don’t perform PET/CT, and radionuclide bone scans in the staging of early breast cancer at low risk formetastasis.

4. Don’t perform surveillance testing (biomarkers) or imaging (PET/CT, and radionuclide bone scans) for asymptomatic individuals who
have been treated for breast cancer with curative intent.

5. Don’t use colony stimulating factors for primary prevention of febrile neutropenia for patients with less than 20% risk for this
complication.

AdaptedfromChoosingWisely,AninitiativeoftheABIMFoundation(http://www.choosingwisely.org/doctor-patient-lists/american-society-of-clinical-oncology/).
Abbreviations: CT, computed tomography; ECOG, Eastern Cooperative Oncology Group; PET, positron emission tomography.
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THEAFFORDABLECAREACT:IMPLICATIONSFORCOSTCONTROL
Establishing the balance between effective and cost-efficient
cancer care will become increasingly important as wemove to-
ward the creation of accountable care organizations (ACOs) and
bundledpayments[33], thegoalsofwhicharetoconsolidateand
streamlinemedical resource utilization toward treating a partic-
ulardiagnosisusingamultidisciplinaryapproach[34].Underpay-
mentbundling,eachdiagnosiswillreceiveaflat-ratepaymentfor
inpatient andoutpatient care in contrast toa fee-for-service sys-
tem of payment [35]. This structure will provide financial incen-
tivestoACOstominimizeoreliminateunnecessarytestingandto
choose among various procedures, treatments, and palliative
measures,all ofwhichprovidesomemeasurablebenefitbutasa
whole are unaffordable. Our conclusion is that lay representa-
tives and ethicists should be represented in these discussions to
assure that thewishes and interests of the individual patient are
preserved in theprocessof allocating resources.

SUMMARY

The current financial constraints on cancer care delivery
will only become more challenging as the costs of health
care continue to rise. These ethical dilemmas represent the
struggle to maintain high, evidence-based clinical stan-
dards while delivering efficient and effective care to the
maximum number of patients. The oncology community
must continue to examine delivery of care first through the
lens of our duty to our patients, then to the practice envi-
ronment, and finally to society at large. Provisions of theAf-
fordable Care Act and a focus on shared decision making
may help usmove forward to achieve the goals of improved
quality and reduced cost of cancer care.
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EDITOR’S NOTE: See the related article on pp. 381–390 of this issue.
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